Introduction Medically unexplained symptoms (MUS) are equally common and disabling across countries and cultures. Most prevalent symptoms identified in children are recurrent abdominal pain (RAP), headache, limb pain, and fatigue.
Introduction
In many patients who present with pain, weakness or fatigue, the symptoms remain unexplained as identifiable disease, even after extensive assessment 1 . General terms used to refer such symptoms and clinical states include "somatization", "somatoform", "medically unexplained symptoms", "abnormal illness behaviour" and "functional symptoms" 1, 2 . Such patients are also defined as those with a history of repeated visits to the doctor but "found nothing wrong" 3 . In a World Health Organization (WHO) study, such symptoms were found to be equally common and disabling across countries and cultures 4 . In this paper, the term "medically unexplained symptoms" (MUS) will be used to incorporate all the above mentioned terminology. In general population surveys of children, parents have reported frequent distressing somatic symptoms of different nature 5 . For example, 50% of 3-12 year olds complained of at least one symptom in the previous two weeks, with the prevalence of recurrent abdominal pain (RAP), headache, limb pains and fatigue being 25-30% 6 . RAP alone was 10-25% in school age children 7, 8 . On follow up of children with RAP for a minimum of 5 years, it has been found that over 90% turn out to be of functional nature 9, 10 . Other population surveys showed that 2-10% of children have "functional aches and pains" without an identifiable cause 11 . Furthermore, presentation with pseudo-neurological signs has been reported as common in Asian cultures 12 . Available evidence suggests that biological, psychological, social and interpersonal phenomena are important as precipitating, predisposing and perpetuating factors for MUS 1, 13 . In addition, clinical presentations can be complicated by iatrogenic influences from medical interventions or ambiguous and contradictory explanations given for the symptoms 1, 9, 14 . It is also noteworthy that somatic complaints were the commonest type of clinical presentation seen in children with mental health problems, where this is true of even up to 95% to 98% of cases 15, 16 .
Objectives
The aim of this study was to identify and describe the profile of clinical presentations of MUS, beliefs and concerns related to such symptoms in the parents and associated life experiences in the child. We did not intend to identify the psychiatric morbidity or diagnoses in the subjects concerned. The specific objectives were as follows.
• To identify the symptom profiles in children who presented to a hospital based non specialist paediatric outpatient setting with MUS.
• To identify the impact of MUS on the child's life and emotional state.
• To identify the parental beliefs about the cause and the anticipated outcome of the child's symptoms.
Method
For this study, the working definition for MUS in children was "recurrent or persistent symptom/s for three months or more, where despite repeated assessment and investigation by the doctor, a cause for the symptom/s was not identified, or a satisfactory outcome from treatment was has not been achieved".
Children attending the outpatient department (OPD) at the Lady Ridgeway Hospital (LRH) in 2005 were randomly selected for screening for those who fulfilled the working definition for MUS. A total of ten separate visits were made to the study setting, over a period of 4-5 months, to identify the study sample and gather the data, so that a reasonable cross section of the population was obtained. Following the identification of the children who fulfilled the working definition for MUS, a semi-structured questionnaire was administered by a trained interviewer to the parent who accompanied the child. Informed voluntary consent was obtained from all respondents to the questionnaire.
The knowledge and experience available from assessments of children with MUS in a specialist child mental health service was useful in designing the semi-structured questionnaire in a culturally relevant format. The questionnaire focused on identifying the following information. The questionnaire was pre-tested on both clinical and non-clinical children with MUS and was found to be having a satisfactory test-retest and interrater reliabilities.
Results
One out of 7 to 10 children (14.3% to 10%) of the initial randomly selected large groups obtained on ten visits to the study setting fit the working definition for MUS. A study sample of 125 children was obtained from this screening. Ages of the children ranged from 2 to 12 years (mean age 7.8 years, SD 2.4, mode 8 years, median 8 years). 61.6% were male. The duration of the presenting symptom/s ranged from 3 months to 126 months (mean 8.9 months, SD 5.3). The number of presenting physical symptoms ranged from 1 to 4, and their frequency distribution is given in table 1. The frequency distribution of the types of presenting somatic symptoms is given in table 2. Headache and abdominal pain were the commonest symptoms and complained 89.6% of children. Age distribution in the presentation of these two symptoms is given in table 3. Mean number of medical consultations made for the presenting symptom/s was 6 (range 1 to 36: SD 5.6).
Impact of the symptoms
The frequency distribution of impact of symptoms on the child's daily activities and emotional state, as identified by the parent is given in Table 4 . 
Attributed causes of the symptoms
In the opinion of the parents, the possible causes for the symptoms fell into a wide range. Nearly one third did not identify a cause. The frequency distribution of cause of the symptoms, as identified by the parent, is given in table 5. 
Anticipated prognosis
In response to the inquiry about anticipated prognosis, in 50 (40%) cases parents were worried whether symptoms will progress into a serious or even a life threatening illness. In 33 (29.6%), deterioration in schoolwork was anticipated. In 4 (3.2%) an adverse effect on the growth of the child and in another 4 (3.2%) difficulty with walking was expected. In 3 (2.4%), a spontaneous resolution of symptoms was considered and in 6 (4.8%) a miscellany of other outcomes were expected. All other 25 (20%) responded with "don't know".
Identified stressful experiences
The parents offered the following responses when asked whether they were aware of any prevailing fears, worries and distressing experiences in the child's life at present and if so, the offending source. In 42 (33.6%) cases, the parent did not identify such an experience. In 19 (15.2%), the response was "don't know". In 64 (51.2%), the parent identified a possible source of stress in the child. The frequency distribution of sources of fear / anxiety / stress as identified by the parent is given in table 6. 
Discussion
The working definition of the study limited the inquiry to those children with MUS of 3 months or more. Hence, the children with MUS of lesser duration did not get included in the sample. Nevertheless, 10% to 14% of the population attending the study setting fulfilled the criteria of MUS. It is also noteworthy that for an average duration 8.9 months, the symptoms continued unabated and undiagnosed. In the WHO study that investigated 14 countries, the prevalence MUS was found to be 19.7% on average and 19.6% in India 4 . With regard to clinical presentation, multiple symptoms are reported to be common in community samples 5, 7 . In contrast, over 75% of children in our hospital-based study complained of only one symptom even though the assessment tool provided for exploring the presence of multiple symptoms. The literature did not provide any studies that had specifically addressed single symptom presentation in MUS. However, two specific symptoms namely, abdominal pain or headache are the most common and widely recognized presentations of MUS 7, 8, 17 . Our study replicates this finding with 89.2% complaining of either abdominal pain or headache. In contrast to most studies that found RAP to be more prevalent, abdominal pain and headache were in equal proportions in ours (Table 2) . With regard to age distribution of the symptoms, it is known that abdominal pain is commoner around 9 years and headache around 3 years later 17 . This finding is replicated by our study too (Table 3) . Regarding the gender distribution, we had a higher prevalence of boys in our sample, though a gender difference has not been found with MUS 7, 13, 18 . The difference in sample type may explain this gender bias as most reported studies are community based rather than hospital based.
Another relevant observation in our study was that an average of 6 consultations and as many as 36 were made for the same somatic complaint/s. This finding is consistent with the high health service utilization seen among children with MUS 3, 8, 19 . This observation is explained on the basis of several child and parent related factors associated with MUS, such as the affected children having more emotional and behavioural difficulties and being perceived as "sickly", anxious, sensitive to pain and having adjustment difficulties 3, 18, 20, 21 . Parents are likely to seek medical help more often for such children. In our sample too, marked distress about the symptoms was reported by parents in 44% of children. In addition, expecting the symptoms to become serious or life threatening (40%) and anticipation of deterioration of school work (29.6%) may have reinforced parental worries into seeking medical help repeatedly. Parental anxiety is recognized to play an important role in MUS where they perceive the children to have a low quality of life and a lesser functioning level than that measured objectively 22, 23 .
Though symptoms presented without any evidence of a physical disorder for an average of 8.9 months, a clear impact on several aspects of the child's functioning and the emotional state was identified in our study (table 4) . MUS presenting as RAP and headache are recognized to be associate with school absenteeism in both school age and preschool age children 18, 24, 25 . Also, a high prevalence of academic difficulties has been recognized among children with MUS 3, 5, 25 . It is possible to postulate that at least 30% of children in our sample had similar problems though not directly studied, as 57.6% missed school and 45.6% could not study, but play and travel was not affected to the same extent (Table 4) . Also, the stresses and fears in children reported by parents were mainly related to school setting and deterioration in schoolwork was anticipated in nearly 30% (table 6) .
Although a psychological cause for the symptoms was considered in only 4% of cases by the parents, a current stressful life experience was identified subsequently in 51.2% of children (tables 5 & 6) . It is known that experience of stress may act as a precipitating, predisposing or perpetuating factor in the aetiology of MUS 3, 13, 26 . Our investigation was limited to eliciting the presence or absence of stressful experiences but 33% to 50% of children with MUS are thought to have psychiatric comorbidity, especially anxiety and depression 7, 13, 19, 27 . A further observation that deserves comment is that nearly 25% of parents did not suggest a possible cause for the child's symptoms or the anticipated prognosis. A possible reason is firstly, the culture of passivity shown by the Sri Lankan public towards medical authority. Secondly, the general public may associate somatic complaints to be always associated with physical disorders. Thirdly, stigma may prevent acknowledgement of a psychological cause for the symptoms.
Clinical relevance
This study shows that children with MUS warrant further extended assessment beyond their presenting physical symptom. This is necessary in order to identify any associated psychological and environmental factors to enable satisfactory management. The questionnaire used in this study could be a useful tool in screening such children in general paediatric settings.
